Tobacco use is the leading cause of preventable disease and death in the United States, resulting in approximately 480,000 premature deaths and more than $300 billion in direct health care expenditures and productivity losses each year (1) . In recent years, cigarette smoking prevalence has declined in many states; however, there has been relatively little change in the prevalence of current smokeless tobacco use or concurrent use of cigarettes and smokeless tobacco in most states, and in some states prevalence has increased (2) . CDC analyzed data from the 2014 Behavioral Risk Factor Surveillance System (BRFSS) to assess state-specific prevalence estimates of current use of cigarettes, smokeless tobacco, and cigarette and/or smokeless tobacco (any cigarette/smokeless tobacco use) among U.S. adults. Current cigarette smoking ranged from 9.7% (Utah) to 26.7% (West Virginia); current smokeless tobacco use ranged from 1.4% (Hawaii) to 8.8% (Wyoming); current use of any cigarette and/or smokeless tobacco product ranged from 11.3% (Utah) to 32.2% (West Virginia). Disparities in tobacco use by sex and race/ethnicity were observed; any cigarette and/or smokeless tobacco use was higher among males than females in all 50 states. By race/ethnicity, non-Hispanic whites had the highest prevalence of any cigarette and/or smokeless tobacco use in eight states, followed by non-Hispanic other races in six states, non-Hispanic blacks in five states, and Hispanics in two states (p<0.05); the remaining states did not differ significantly by race/ethnicity. Evidence-based interventions, such as increasing tobacco prices, implementing comprehensive smoke-free policies, conducting mass media anti-tobacco use campaigns, and promoting accessible smoking cessation assistance, are important to reduce tobacco use and tobaccorelated disease and death among U.S. adults, particularly among subpopulations with the highest use prevalence (3) .
The BRFSS is an annual state-based telephone (landline and cell phone) survey of noninstitutionalized U.S. adults aged ≥18 years.* During 2014, the median survey response rate for all states, territories, and the District of Columbia (DC) was 47.0% (range = 25.1%-60.1%) (4) . Current cigarette smokers were persons who reported smoking at least 100 cigarettes in their lifetime and smoked "every day" or "some days" at the time of the survey. Current smokeless tobacco users are persons who reported using chewing tobacco or snus "every day" or "some days" at the time of the survey. Current any cigarette and/or smokeless tobacco users were persons who reported current use of cigarettes and/or smokeless tobacco products.
Prevalence estimates with 95% confidence intervals for cigarette smoking, smokeless tobacco use, and any cigarette and/or smokeless tobacco use were calculated overall and by state and sex. Because of limited sample size, data were stratified by race/ ethnicity for current any cigarette and/or smokeless tobacco use, but not for current cigarette use or smokeless tobacco use. Race/ethnicity groups were categorized as non-Hispanic white (white), non-Hispanic black (black), Hispanic, and non-Hispanic other (Asian, Native Hawaiian or other Pacific Islander, American Indian or Alaska Native, or some other group). Data were weighted to adjust for nonresponse and to yield state representative estimates. Chi-square tests were conducted to assess differences among groups, with p<0.05 considered to be statistically significant.
By state, overall cigarette smoking prevalence ranged from 9.7% (Utah) to 26.7% (West Virginia) ( Table 1 ) (Figure) . Prevalence of smokeless tobacco use ranged from 1.4% (Hawaii) to 8.8% (Wyoming). Prevalence of any cigarette and/or smokeless tobacco use ranged from 11.3% (Utah) to 32.2% (West Virginia).
Cigarette smoking was significantly higher among males than females in 34 states (Table 2) . Among males, cigarette smoking ranged from 11.2% (Utah) to 27.8% (West Virginia), and among females, from 8 
DISCUSSION
The overall prevalence of current cigarette smoking declined significantly in approximately half of U.S. states during 2011-2013 (1); however, differences in any cigarette and/or smokeless tobacco use exist between sexes and among racial/ethnic groups and states. The highest prevalence of cigarette and/or smokeless tobacco use in the United States was seen in West Virginia. Furthermore, males and whites had higher prevalences of any cigarette and/or smokeless tobacco use than females and other race/ethnicities. The difference in prevalence of any cigarette and/or smokeless tobacco use across states spanned almost 21 percentage points, ranging from 11.3% in Utah to 32.2% in West Virginia. The use of any cigarette and/or smokeless tobacco was particularly high among men compared with women. These disparities might be partly explained by sociocultural influences and norms related to the acceptability of tobacco use (4, 5) , as well as variations in the implementation of evidence-based tobacco prevention and control measures (6) . Continued implementation of proven populationbased interventions, including increasing tobacco product prices, implementing and enforcing comprehensive smoke-free laws, warning about the dangers of tobacco use through mass media campaigns, and increasing access to evidence-based clinical interventions (including behavioral counseling and FDA-approved medication), can help reduce tobacco use, particularly in populations with the highest use prevalence (3).
These findings highlight the importance of enhanced implementation of evidence-based strategies to help smokers and other tobacco users quit completely. Public Health Service guidelines recommend using both medication and counseling to help cigarette smokers quit. † In addition, state tobacco control programs are critical to promoting health system changes that can facilitate the screening and treatment of tobacco use within clinical settings; expanding insurance coverage and Abbreviations: CI = confidence interval. * Persons aged ≥18 years who reported having smoked ≥100 cigarettes during their lifetime and smoked every day or some days at the time of survey. † Persons aged ≥18 years who reported currently using chewing tobacco, snuff, or snus every day or some days at the time of survey. § Persons aged ≥18 years who reported having smoked ≥100 cigarettes during their lifetime and smoke every day or some days or reported currently using chewing tobacco, snuff, or snus every day or some days at the time of survey. † Additional information available at http://www.surgeongeneral.gov/tobacco/ treating_tobacco_use08.pdf. Abbreviations: CI = confidence interval. * Persons aged ≥18 years who reported having smoked ≥100 cigarettes during their lifetime and smoked every day or some days at the time of survey. † Persons aged ≥18 years who reported currently using chewing tobacco, snuff, or snus every day or some days at the time of survey. § Persons aged ≥18 years who reported having smoked ≥100 cigarettes during their lifetime and smoke every day or some days or reported currently using chewing tobacco, snuff, or snus every day or some days at the time of survey. ¶ Chi-square test assessed for differences between males and females; significant level p<0.05. ** Estimates not presented because of relative standard error (RSE) >30%. use of proven cessation treatments, and increasing use of state quit lines (telephone-based tobacco cessation services) also help tobacco users quit (3). Cessation programs involving both medication and counseling, in combination with comprehensive tobacco control measures, as recommended by the World Health Organization § and CDC's best practices for comprehensive tobacco control programs (3), can help to reduce tobacco-related morbidity and mortality. The findings in this report are subject to at least three limitations. First, BRFSS does not include adults without either wireless or landline telephone service; however, their exclusion would not be expected to introduce any major bias because only 3.1% of U.S. adults reported having no telephone service in 2015. ¶ Second, these data are self-reported and might be subject to reporting bias. Although self-reported smoking yields lower prevalence estimates than assessment with serum cotinine, a metabolite of nicotine, it is unlikely that underreporting will have a large effect on the findings of this report because of the overall high concordance between self-reported smoking and biochemical assessment with cotinine (7). Finally, the median state response rates ranged from 25.1% to 60.1%. Even after adjusting for nonresponse, low response rates can increase the potential for bias if there are systematic differences between respondents and nonrespondents; however, BRFSS has been shown to be valid and reliable (8) .
There remains considerable variability in current use of cigarettes, smokeless tobacco, and any cigarette and/or smokeless tobacco use across states and by sex and race/ethnicity. The significantly higher prevalence among males and certain racial/ ethnic groups in several states underscores the importance of implementing comprehensive tobacco control and prevention interventions to reduce tobacco use and tobacco-related health disparities (9) . However, during fiscal year 2016, despite combined revenue of $25.8 billion from settlement payments and tobacco taxes for all states, states will spend only $468 million (1.8%) on comprehensive tobacco control programs, representing <15% of the CDC-recommended level of funding for all states combined (10) . Comprehensive tobacco control programs funded at CDC-recommended levels have been shown to effectively reduce tobacco use; thus, enhanced and equitable adoption of evidence-based measures across all states could be beneficial to decrease the prevalence of tobacco use across all population groups in the United States (3).
Summary
What is already known about this topic?
Tobacco use is the leading cause of preventable disease and death in the United States. In recent years, cigarette smoking prevalence has declined in many states; however, there has been little change in the prevalence of current smokeless tobacco use or concurrent use of cigarettes and smokeless tobacco in most states, with prevalence increasing in some states.
What is added by this report?
State-specific differences and disparities in any cigarette/ smokeless tobacco use exist between sexes and among racial/ ethnic groups. The highest prevalence of any cigarette and/or smokeless tobacco use in the United States was seen in West Virginia. The difference in prevalence of any cigarette and/or smokeless tobacco use across states spanned almost 21 percentage points, ranging from 11.3% in Utah to 32.2% in West Virginia. Any cigarette and/or smokeless tobacco use was higher among males than females in all 50 states. Non-Hispanic whites had the highest prevalence of cigarette smoking and/or smokeless tobacco use in eight states, followed by non-Hispanic persons of other races in six states, non-Hispanic blacks in five states, and Hispanics in two states.
What are the implications for public health practice?
The significantly higher prevalence of tobacco use among males and some racial/ethnic groups in several states underscores the importance of implementing comprehensive tobacco control and prevention interventions to reduce tobacco use and tobacco-related disparities across states, including increasing tobacco product prices, implementing and enforcing comprehensive smoke-free laws, warning about the dangers of tobacco use through mass media campaigns. Increasing access to evidence-based behavioral counseling and FDA-approved medication, can also help reduce tobacco use, particularly in populations with high use prevalence. § Ad d i t i o n a l i n f o r m a t i o n a va i l a b l e a t h t t p : / / w h q l i b doc.who.int/ publications/2009/9789241563918_eng_full.pdf. ¶ Additional information available at http://www.cdc.gov/nchs/data/nhis/ earlyrelease/wireless201605.pdf.
